INTAKE FORM: WORKERS’ COMPENSATION BENEFITS

THE LAW OFFICES OF MIKE MURBURG, P.A.


	EMPLOYEE: ___________________________________
ADDRESS: _____________________________________
______________________________________________
TELEPHONE: ___________________________________
CELLPHONE: __________________________________
EMAIL: _______________________________________
	OJCC CASE NO. (REQUIRED IF PREVIOUSLY ISSUED)

__________________________________________
OR EMPLOYEE’S SOCIAL SECURITY NO:
___________________________________________
OR ATTACH A VERIFIED MOTION FOR SUBSTITUTE IDENTIFICATION NUMBER (FORM AVAILABLE ON THE OJCC WEBSITE AT WWW.JCC.STATE.FL.US)

	EMPLOYER: ___________________________________
ADDRESS: _____________________________________
______________________________________________
TELEPHONE: ___________________________________
	CARRIER: ______________________________________
ADDRESS: _____________________________________
______________________________________________
TELEPHONE: ___________________________________

	CLAIMANT’S NAME (IF DIFFERENT FROM THE EMPLOYEE): ______________________________________________
ADDRESS: _____________________________________   TELEPHONE:  ____________________________________
______________________________________________

	CARRIER’S ATTORNEY (IF ANY): ____________________________________________________________________
ADDRESS:  _____________________________________ TELEPHONE: ____________________________________
______________________________________________

FLORIDA BAR NO.: ______________________________

	DATE OF ACCIDENT (DISABLEMENT DATE IF OCCUPATIONAL DISEASE): ____________________________________
ACCIDENT COUNTY: _____________________________  ACCIDENT STATE: _______________________________

	DETAILED DESCRIPTION OF JOB RESPONSIBILITIES:
______________________________________________
______________________________________________
______________________________________________
	SPECIFIC WORK BEING PERFORMED WHEN INJURY OCCURRED: ____________________________________
______________________________________________
______________________________________________


	DETAILED DESCRIPTION OF THE ACCIDENT:

______________________________________________
______________________________________________
______________________________________________
PART(S) OF BODY INJURED:

______________________________________________

	AWW 13 WEEKS PRECEDING ACCIDENT: $___________
CURRENT AWW: $___________________
CURRENTLY WITH SAME EMPLOYER (Y/N): __________
CURRENT WORK LEVEL: __________________________
HAS MMI BEEN REACHED (Y/N): ___________________
                    IF SO, DATE OF MMI? ___________________



CHARACTER OF DISABILITY. The injury/injuries occasioned by the events described above has/have adversely affected the injured employee’s capacity to earn in the same or any other employment the wages that the employee was receiving at the time of the injury.  Specifically, the injury prevents the injured employee from:

	

	

	



MEDICAL INFORMATION
Please list all treating medical providers, their names and telephone numbers and the dates of care provided. This means all treating physicians, hospitals, psychiatrists, mental health care facilities, and diagnostic facilities. If you have already listed this information elsewhere, please provide us with a separate list and attach it to this page. 
	PHYSICIANS:
DR: __________________________________________
SPECIALTY: ____________________________________
ADDRESS: _____________________________________

______________________________________________
TELEPHONE: ___________________________________
FAX: _________________________________________
	
DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________

	DR: __________________________________________
SPECIALTY: ____________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________

	DR: __________________________________________
SPECIALTY: ____________________________________
ADDRESS: _____________________________________
______________________________________________
TELEPHONE: ___________________________________
FAX: _________________________________________
	DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________

	HOSPITALS:
NAME: _______________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	
DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________

	NAME: _______________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________



Please list the contact information for the places where you had diagnostic “tests” done, like MRI, X-ray, nerve conduction study, CT scan, blood tests, etc.
	NAME: _______________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	
DATES OF TESTS: _______________________________
_____________________________________________


	NAME: _______________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	DATES OF TESTS: _______________________________
_____________________________________________


	MENTAL HEALTH FACILITIES:
NAME: _______________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________

	NAME: _______________________________________
ADDRESS: _____________________________________

______________________________________________

TELEPHONE: ___________________________________
FAX: _________________________________________
	DATES OF TREATMENT: _________________________
_____________________________________________
FREQUENCY OF TREATMENT/VISITS: ______________
_____________________________________________



Please list below or attach a list of your medications, the dosage, frequency of use, prescribing physician, and side effects:
	MEDICATION: _________________________________

PRESCRIBING DOCTOR: _________________________
	DOSAGE: _____________________________________
SIDE EFFECTS:  YES ______ NO ______

DESCRIBE: ____________________________________

_____________________________________________



	MEDICATION: _________________________________

PRESCRIBING DOCTOR: _________________________
	DOSAGE: _____________________________________
SIDE EFFECTS:  YES ______ NO ______

DESCRIBE: ____________________________________

_____________________________________________



	MEDICATION: _________________________________

PRESCRIBING DOCTOR: _________________________
	DOSAGE: _____________________________________
SIDE EFFECTS:  YES ______ NO ______

DESCRIBE: ____________________________________

_____________________________________________



	MEDICATION: _________________________________

PRESCRIBING DOCTOR: _________________________
	DOSAGE: _____________________________________
SIDE EFFECTS:  YES ______ NO ______

DESCRIBE: ____________________________________

_____________________________________________




Have you ever been diagnosed with or treated for drug or alcohol abuse? ____  YES    ____ NO   
If so, when                                 and where ______________________________________
Has the employee previously requested the treatment, but the employer/carrier has failed, refused, or neglected to provide such treatment within a reasonable time?  ____  YES    ____ NO   
DATE REQUESTED IN WRITING: ____________________ (attach copy of written request)
THE INJURED EMPLOYEE SEEKS (TYPE OF MEDICAL TREATMENT):

	

	


PRIOR MEDICAL HISTORY: 
(List all conditions for which you were treated prior to the subject on the job injury)
	
	
	
	

	EARNINGS FROM OTHER EMPLOYMENT AT TIME OF ACCIDENT: 
$_______________  PER  HR / WK
$_______________  PER  HR / WK
$_______________  PER  HR / WK


NAMES AND ADDRESSES OF OTHER EMPLOYERS AT TIME OF ACCIDENT: ___________________________
___________________________________________
___________________________________________
___________________________________________

TIME LOST FROM WORK BECAUSE OF ACCIDENT:

FROM  _________________ TO _______________


EARNINGS AT TIME OF ACCIDENT:

$_____/HR          $______/WK    OVERTIME: _______

WAGE LOSS:
FROM  _________________ TO _______________

PAYMENTS RECEIVED FROM CARRIER:

$_______________________ EVERY TWO WEEKS


HEALTH INSURANCE: _________________________
HOUSING: __________________________________

TRANSPORTATION: ___________________________

MEALS: ____________________________________

T.T.D: FROM _____________ TO _______________
T.P.D (LT.DUTY) FROM _____________ TO ________

RESTRICTIONS: ________________________________________

EDUCATION

COMPLETED GRADE: __________________________


TECHNICAL SCHOOLS, TRAINING, POST-HIGH SCHOOL: ____________________________________
____________________________________________

MILITARY: ______________________________
___________________________________________


DISCH.: ____________________________________




	WORK HISTORY (LIST JOBS HELD OVER PAST TEN YEARS):

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


	
	

	
	

	PREVIOUS OR PENDING LAW SUITS:

___________________________________________

__________________________________________
___________________________________________

__________________________________________


	PLANS FOR SETTLEMENT MONIES:

___________________________________________

__________________________________________
___________________________________________

__________________________________________

	

	QUESTIONS FOR ATTORNEY:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________


	ATTORNEY’S NOTES:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
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